Objective: To gain an insight into parental perceptions of infant feeding practices in five European countries. Design: An exploratory investigation using focus group discussions. Various aspects addressed included social and cultural setting for the consumption of food, infant feeding practice and behaviour, consumer health awareness and sources of information, and attitudes towards a healthy infant diet. Setting: Focus group participants were recruited from centres in five countries, Germany, Italy, Scotland, Spain and Sweden, with three focus groups being conducted in each centre. Subjects: A total of 108 parents with infants up to the age of 12 months participated in focus group discussions across these centres. Methods: Focus groups were conducted with participants from centres in five countries. Results: The majority of parents in this study chose to initiate breastfeeding and prepare infant food at home. Parents did not strictly adhere to infant feeding guidelines when introducing complementary foods into their infant's diets. There were crosscultural differences in sources of information on infant feeding practice with the paediatrician in Germany, Italy and Spain. The health visitor in Scotland and the child welfare clinics in Sweden were the most popular sources. Conclusions: A number of cultural differences and similarities in attitudes towards infant feeding practice were revealed. This makes European wide approaches to promoting healthy infant feeding difficult as different infant feeding practices are influenced not only by parental perceptions but also by advice from health professionals and feeding guidelines. Further data need to be available on parents' attitudes and beliefs towards infant feeding practice to investigate further the rationale for differing beliefs and attitudes towards infant feeding practice.
Introduction
With infant feeding trends being associated with cultural differences and longstanding beliefs and practices, researchers have become aware of the ever-changing perceptions and needs of parents. Infant foods, formulae together with general infant feeding practice and behaviour have become increasingly important aspects in the promotion of healthy eating for infants today. Optimum nutrition and good infant feeding are among the most important determinants of health, growth and development in early life (Michaelsen et al., 2000) . Despite the widespread acceptance of the superiority of breast milk over infant formula, less than 35% of infants worldwide are exclusively breastfed for the first 4 months of life, and complementary feeding practices are frequently inappropriate and unsafe (WHO, 2001) .
There is widespread variation across Europe in infant feeding practices. For instance, in the UK, breastfeeding initiation rates are relatively low and weaning occurs at an early age (Freeman et al., 2000) . In contrast, in Scandinavian countries, breastfeeding is almost universal and weaning occurs later. Until recently, the UK officially recommended the introduction of solids not before the age of 4 months (Department of Health, 1994) , but this has recently been revised to 6 months, in line with the WHO recommendations (Department of Health, 2003) . Despite this advice, studies have found that some mothers add supplementary foods earlier than recommended and that in Europe solid foods are introduced by the majority of mothers to infants aged between 8 weeks and 3 months and between 4 and 6 months. There are also differences in the types of food first introduced and in the sequence in which foods are introduced. According to Freeman et al. (2000) , in the UK, it is common for infants to receive their first solids, usually cereal-based, at around 3 months of age, whereas in Scandinavian countries, pureed vegetables are usually the first foods introduced at around 6 months.
In addition, sources of information on infant feeding practice vary throughout Europe. For example, in Italy and Spain, there are no official infant feeding guidelines; however, books and literature are often recommended by paediatricians. Every infant is attended to by a paediatrician in Italy and Spain, and they serve as the main source of information on infant feeding to parents. In Sweden, most information is well known by the general public as well as the advice offered in the Child Care Centres, which are visited by children regularly up to when they start school but more frequently during infancy. In Scotland, the Department of Health issues national guidelines and are normally in line with WHO recommendations. Finally, in Germany, there are many societies that provide national guidelines including The German Pediatric Society and the German Pediatric Society for Gastroenterology and Nutrition. In addition to these sources, manufacturers of baby food products in all countries provide infant feeding information to parents.
Infant feeding involves a broad range of practices, for example, breastfeeding, formula feeding, introducing solid food to the infant's diet, preparing infant food and is one of the most influential predictors of child health. It is important to understand how parents' attitudes and beliefs towards infant feeding practices differ across Europe.
This study forms part of the larger EU-funded INFABIO project, which aims to study the effect of diet and environment on risk of gastrointestinal infection and allergy in early life. The primary objective of this study was to gain an insight into parental perceptions of feeding practices in five European countries. Information obtained from the focus group discussions informed the development of the consumer questionnaire for use in other studies in the Infabio project to identify and quantify further parental attitudes and beliefs towards infant feeding practices.
Methods
Focus groups were chosen to gain insights into the infant feeding attitudes and beliefs of parents and the factors that influence their infant feeding practices and their infant food purchasing behaviour. Focus groups are predominantly suited to the study of consumers' attitudes towards specific topics and allow a more abstract and in-depth exploration of issues than is possible with less interactive methods such as structured questionnaires (McKinley et al., 2005) .
The target population was parents of infants aged less than 12 months across various socio-economic groups. Focus group participants were locally recruited (convenience sampling) in five countries: Germany (Düsseldorf), Italy (Modena), Scotland (Glasgow), Spain (Granada) and Sweden (Stockholm). In addition, the subjects chosen represented a range of geographic (rural and urban) and socio-demographic backgrounds. Participants could be either mothers or fathers but only one parent of any one infant could participate in the discussion. Ethical approval was obtained from each centre's relevant research ethics committee. In Düsseldorf, a child's hospital was used to recruit parents, where the focus group discussions took place. In Modena, participants were recruited through the local hospital nursery and a consequent word of mouth message. In Granada, paediatricians recruited parents locally. In Glasgow, parents were recruited through crèches and nurseries. In Stockholm, mothers attending three Children Healthcare Centres were invited to participate in the focus group discussions. All recruited participants had healthy infants.
A semi-structured topic guide, which consisted of a list of questions and probes, relevant to the areas to be elucidated, was developed by the researchers before the focus group interviews. The focus group guide was pre-tested for clarity, comprehension and suitability on a group of Irish parents that did not participate in the main study. The topic guide was subsequently translated into four different languages for use in the German, Italian, Spanish and Swedish focus group discussions. Each focus group was led by a local moderator who was trained in focus group methodology and the use of the topic guide by the lead researcher (KS). The lead researcher was involved in the entire research process and was the sole person responsible for the analysis of the data. Specific measures were implemented to improve the reliability and validity of the methodology used. These included, for example, pre-tested instruments, well-defined training schedules and documents and training and monitoring of moderators throughout the research process.
On arrival at the research locations, each participant completed a socio-demographic questionnaire and a short questionnaire to give some indication of their knowledge of infant feeding practices including whether they breastfed or formula fed and the age of introducing solids (Table 1) . This information complemented the discussion findings gained from the tape-recorded sessions. It was explained to all participants that all focus group discussions would remain confidential. In each centre, three focus group discussions were held with approximately 6-11 parents, and the focus group discussions lasted for approximately 60-90 min. Initial broad socio-demographic classification was used in recruitment but, owing to limited sample size, all focus groups included participants across all socio-demographic groups. A total of 15 focus groups involving 108 participants were held between March and April 2003. The incentive for participation varied between centres according to local policy ( Table 1) .
The focus group discussions were conducted in the native tongue of participants and were audio tape-recorded with the permission of the participants. The audiotapes were transcribed verbatim by the moderators in each centre within 7-14 days of completing that discussion. For convenience, in Spain, Sweden, Italy and Germany, the local focus group moderator translated each transcript into English. The translations were subsequently sent to University College Cork, where coding and analysis were carried out.
After initial reading of the transcripts, the lead researcher (KS) developed a coding system for major topics and themes emerging from the data, based on the coding categories predetermined with the research group. The content was analysed line by line to look for trends and patterns that reappeared within either a single or multiple focus groups. Different topics within the text of each transcript were handcoded by the same researcher to aid in the identification and grouping of important findings for further analysis (Krueger, 1998) . Data exploration created new categories, and inferences were grouped according to the content. A summary of the data reduction process is presented in Figure 1 . All centre transcripts were analysed using the same techniques, with cross-cultural differences in infant feeding practices being the main focus of the analytical procedure. Data inference and analysis were carried out using content analysis (Weber, 1990), which included consumers' attitudes and perceptions of infant feeding practice, sources of infant feeding information and how these sources might have influenced infant feeding practice, beliefs and behaviour. As data were qualitative in nature, frequencies are used in the broadest of terms (e.g. some, many, a few), and no statistical tests were applied in the study.
Results
The focus group results are presented in Tables 2-4 
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Content analysis Typical comments
Reasons for choosing to breast-feed: breast feeding was the most preferred method of infant feeding 'It's easy to do and very convenient I think. I have breast-fed all my children and I couldn't think of feeding them any other way' (Scotland, FG1)
'I still breast-feed my son, I feel lucky to have my milk. For me it is extremely rewarding' (Italy, FG1) 'It's healthy and practical because you always have the food with you. It's easy' (Sweden, FG2) 'I heard it was better for the child, better for allergic people and more practical' (Germany, FG2) 'Mother's milk has specific components and adapts to the baby's needs' (Spain, FG1)
Reasons for choosing to formula-feed: bottle feeding was not the optimal choice by some mothers 'I couldn't actually breast-feed. I didn't have a supply of milk. I just bottle-fed from the start so I had no option really' (Scotland, FG1)
'It was not a choice, I didn't have any milk. I really would have liked to breast-feed my daughter, but I couldn't.' (Italy, FG1). 'You also start using baby milk if you're working' (Spain, FG1)
Age of infant when solid foods were introduced:
'I waited till my daughter was 6 months old to introduce solids, it felt right and it went really well' (Sweden, FG3) 'At the age of 6 months, I started with solids' (Germany, FG3) 'I started introducing solids at 14 weeks because she was really hungry, even though the guidelines say not until later on' (Scotland, FG1)
Reasons for choosing to introduce solid foods: the age of weaning was babyled, based on tradition or advice 'I have always introduced solid foods a short time after the paediatrician actually told me to' (Spain, FG1)
'She was very fretful all the time and as soon as I started her on the baby rice, she was so much calmer and contented' (Scotland, FG2) 'I started at four or five months to give her potatoes or carrots. I come from a big family and it is tradition to have children eat from the table early' (Germany, FG3) Commercially prepared infant foods: perceptions of pre-prepared infant foods 'The jars are so easy compared to taking food out of the freezer, thawing it, heating it up and boil potatoes or rice' (Sweden, FG1) 'Prepared foods are more convenient, you have the resources to do it all there and then' (Scotland, FG3) 'Choice is made easy because of the age recommendation on the glass' (Germany, FG2) 'As long as the infant eats purée I feel safe with ready prepared foods' (Sweden, FG3)
A healthy diet: perceptions of a healthy diet 'I think it's a right balance of everything, nothing excluded' (Italy, FG3) 'A healthy diet means fruit and vegetables and water to me' (Scotland, FG2) 'I am more concerned of what I eat now, both during pregnancy and while breast-feeding. You don't eat only for yourself anymore' (Sweden, FG1) A healthy diet is considered important for infants 'I would feed my child healthier than myself' (Scotland, FG1) 'We are always in a hurry and end up eating sandwiches. I always take more care when it comes to the children's needs' (Spain, FG2) 'We really put a lot of effort in choosing healthy products that are normally organic ' (Germany, FG1) Barriers to a healthy diet: factors perceived as barriers to a healthy diet 'I usually try to have a varied diet but it depends on time' (Italy, FG1) 'Convenience would sometimes take over from a healthier option' (Scotland, FG2) 'I prepare quick meals through lack of time' (Spain, FG3) 'When I worked I ate at the same time every day, but the food wasn't very healthy' (Sweden, FG3) 'You know how to eat healthy but don't always have the time or energy to do it' (Scotland, FG1) 'I believe it is much more difficult to obtain a healthy diet once the children get older' (Germany, FG1) Parental perceptions of feeding practices K Synnott et al
Infant feeding practices
Information gathered in the focus groups discussions on infant feeding practice was classified into four categories as highlighted in Table 2 . All parents from each of the countries studied were aware of the benefits of breastfeeding and were in agreement that breastfeeding was the best method of infant feeding. German mothers initiated breastfeeding with the intention to continue this practice for at least 2 months at the time of study. Frequently mentioned reasons for breastfeeding were 'better for the child', 'felt natural', 'comfortable, natural, cosy', 'lucky to have milk', 'extremely rewarding', 'beautiful', 'intimate', 'economical', 'easy and convenient'. Furthermore, in the participant questionnaire, when asked did you/your partner ever breastfeed, 91% of German, 88% of Italian and 82% of Spanish participants responded 'yes'. In the other centres, Stockholm and Glasgow, 100% of the participants did. Those mothers in all countries who recounted difficulties in breastfeeding initiation indicated their disappointment and the guilt they often experienced in having to bottle-feed their infants. This was common across all countries. It was apparent that participants who chose to formula-feed considered that they had no other choice. The terms 'not enough milk', 'felt uncertain', 'couldn't breastfeed' were almost invariably associated with the decision not to initiate breastfeeding. For those who breastfed for some time and then switched to formula, the most common reasons were 'breast milk wasn't enough anymore', 'very sore', 'wanted to go back to work'. Moreover, results from the participant questionnaire indicated that breast milk and formula were commonly used at the same time for feeding the infant. In Sweden and Italy, fewer mothers indicated that they used both breast milk and formula simultaneously, compared with Spanish and Scottish. Equal numbers of German participants used both. An in-depth discussion from Italian focus group participants centred around breastfeeding and why they chose this type of feeding practice follows:
Person A: Because I was lucky to have my milk so I gave it to my daughter. If I didn't have it, I wouldn't have given it to her. Actually, it's also a choice, there are people who have milk but decided not to breastfeed their children. I never thought about this possibility, I had it so I gave it to my daughter. Person B: I really would have liked to have much more milk to breastfeed my son for longer, so now I have to integrate with 'fake' milk, but the little I have I still give it to him. Person C: I still breastfeed my son, I feel lucky to have my milk. I breastfed my first son till he was 9 months, so I hope to do the same with the second one also. For me it was and still is rewarding. I feel so good with it and I see my son feel good. It is a very special moment for me, very comfortable and you can go everywhere. If your son is hungry you are there and you don't need anything to warm up his food.
When introducing solid food to the infant diet, the specific age of the infant and the reasons for the time of introduction varied throughout the countries studied. Analysis of the focus group transcripts revealed a range of factors associated with the introduction of solid food to the infant's diet (Table 2) . 'Baby-led' was by far the biggest reason for introducing solid food to the infant's diet and this was apparent in Sweden and Scotland: 'my child became 'The guidelines say breast-feeding is very good and then there is this study saying that it would induce allergies' (Germany, FG3) 'Every infant is different and I think that the guidelines are too general' (Scotland, FG1) 'I don't trust the guidelines, as companies are behind them. I might read them but throw them away right afterwards' (Germany, FG1) 'I think it's better to have guidelines' (Italy, FG2) Influence of guidelines on infant feeding practice 'I think every child is different. I followed them with my first child because I was a first time mother. But with my second I didn't follow them as closely' (Scotland, FG2) 'The guidelines are good, but it's important that you listen to your child' (Sweden, FG2) 'There is simply no expert information available telling me exactly what is good. My paediatrician says there is no need for probiotic yoghurt, a regular one is fine' (Germany, FG3) Sources of information: advice on infant feeding practice 'I take all the advice into consideration but the only one I listen to is the paediatrician' (Italy, FG3) 'I do what the paediatrician tells me. My mother-in-law gives me advice but I don't pay her any attention' (Spain, FG3) Advice did not always influence parents' infant feeding practice 'The guidelines change from generation to generation so you have to be critical of the advice the older relatives offer' (Sweden, FG2) 'My grandparents' advice absolutely influences my feeding practices' (Germany, FG1) 'A lot of information available on infant feeding is contradictory. Each child is a world in himself and it is better to learn from one's own experience with the infant' (Spain, FG2) 'I follow all the paediatrician's advice but I have also to adapt them to my son' (Italy, FG3)
Parental perceptions of feeding practices K Synnott et al interested in food at that age'; 'it feels like the infants are more ready to eat at 6 months'; 'milk was just not enough'. In Italy and Spain, 'paediatrician's suggestions/advice' played a major role in the introduction of solid foods: 'the paediatrician told me when to start solids'; 'I was dying for the paediatrician to tell me I could'. In Germany, participants also reported that professional advice influenced their decision to introduce solid foods. The specific ages of the infants when solid foods were introduced varied throughout these countries and are highlighted in Table 1 .
Infant food preparation
Throughout the focus group discussions, participants from each country favoured the preparation of infant food at home (Table 3 ). Reasons were having the 'control' over what ingredients are used in the preparation; 'simple and easy cooking' and 'fresh ingredients'. All of the Italian participants used fresh food in the preparation of infant food and all chose to prepare homemade food for their infants.
There was also some mention of taste being a factor in preparing infant food at home: 'I had to prepare the meals at home because my baby didn't like baby food'; 'my daughter doesn't like pre-prepared foods anymore since she has tried my cooking which tastes better'. There was a negative reaction overall towards infant pre-prepared foods: '(prepared food) no, not for children', 'I don't trust the health of these foods'; 'you know what's in it (home made food), you can't know that if you buy ready prepared'.
In general, participants across all centres chose to prepare infant foods at home, although pre-prepared infant foods were acceptable by some participants. However, Swedish parents were more likely to supplement home-prepared foods with commercially prepared foods. It was believed that these foods contained what their infants needed and were chosen mainly for convenience purposes. Some factors included: 'easy' and 'convenient'.
Results from the participant questionnaire determined how different issues were important when purchasing for the infant. In Germany, Scotland and Sweden, health was considered the most important issue, followed by taste and organic ingredients. Similarly, in Italy, health was also considered the most important issue, followed by method of production and brand. In Spain, health was considered the most important issue, followed by taste and brand when purchasing for the infant.
Health awareness
The concept of a 'healthy diet' was almost invariably recognized as being essential for an infant's diet (Table 3) . The majority of participants across all countries in this study believed that healthy eating was negatively influenced by irregular working hours and acknowledged that a hectic lifestyle imposed time limitations on preparing a healthy meal. Most parents believed that they themselves did not eat healthily. Virtually, all focus group participants felt they could improve their own eating habits and consciously made more of an effort with their infant's diet. The following is an excerpt from one of the German focus groups discussing a healthy diet for infants:
Person A: I endeavour to keep it healthy, checking the ingredients, but if my older daughter eats unhealthy food, I will not always be able to prevent the little one eating the same stuff, you can't always say no. Person B: My son eats lots of pre-prepared products from jars. I hope and believe they are healthy, that's what it says on them, I have to trust them a bit and cannot control everything. It is better than cooking organic products for my son, especially as it is not practical in daily life to cook three organic carrots for my son and then cook conventional products for the other members of the family. Person C: I believe it is important to give the kids fruits in general, if the organic origin is so much better I don't know, a normal apple is better than a lollipop. Person D: We really put much effort in choosing healthy products, that are normally organic products, but our child is one year old and I don't know if we can sustain this because it is also a question of cost as the child gets older. I always try to be a role model so I don't eat chocolate or other sweets. Person E: I think it is relatively easy to feed a child with healthy food as longs as it sticks to porridge and so on. I also believe it is much more difficult to obtain a healthy diet once the children get older.
There was a cultural difference in how a healthy diet was perceived among participants. Parents from Italy and Spain believed that a healthy diet was a 'varied and well balanced diet' and parents from Germany, Scotland and Sweden considered a healthy diet to contain a 'lot of fruit and vegetables'. There was also added concern among German and Scottish respondents that a 'healthy diet' should be as natural as possible without pesticides used in the production of a food. This was further emphasized by the belief of German participants that organic food ingredients were better for their infants.
Sources of information
Different sources of information were revealed with regard to infant feeding in the countries studied (Table 4) . Analysis of the focus group transcripts revealed that participants did not rely solely on the infant feeding guidelines from relevant health authorities but obtained information on infant feeding from other sources including family and friends, the internet and other literature sources. Virtually, all the focus group participants were aware of current infant feeding guidelines, especially regarding breastfeeding, formula feeding and the introduction of solid food to the infant's diet. There was also some mention of the WHO's guidelines among the focus group discussions. However, attitudes towards and acceptance of all infant feeding guidelines differed among participants.
German participants, in particular, were suspicious of the food industry giving guidelines: 'I am suspicious of information being sent to me, it is launched by the industry anyway'. In general, the adherence to infant feeding guidelines was relative to each participant's previous experience or knowledge. Other participants indicated their frustration at the frequent changing of the guidelines: 'too many rules'; 'the information changes'. This was also evident among Swedish participants.
Among Swedish participants, the 'child welfare clinic' was highlighted as the most significant source of information on infant feeding. It is common in Sweden for parents to visit the child welfare clinic on a regular basis when the infant is under the age of 12 months. Swedish participants were also aware of infant feeding guidelines but appeared to be less influenced by infant feeding guidelines than participants in the other centres: 'I don't listen to all the guidelines, I just follow my intuition'.
German and Scottish parents were more inclined to follow infant feeding guidelines with their first infant but not for their subsequent children. 'You are less influenced by the guidelines with your second child'; 'I follow my intuition'; 'I rely on my feelings'. Also in Scotland, the health visitor plays an important role in giving advice on infant feeding, which most Scottish participants claimed to follow.
In Italy and Spain, participants relied heavily on paediatricians for information on infant feeding practice. In both of these European countries, it is a common practice for the paediatrician to attend to infants from birth to childhood. They advise and inform parents on infant feeding practice and guidelines. Italian and Spanish parents showed positive attitudes towards infant feeding guidelines and were content to allow these guidelines to influence their parenting practices: 'I usually follow everything the paediatrician says'; 'I think everyone needs a guideline to follow'; 'I think it's important to follow the paediatrician's advice'. Participants in Germany and Sweden received leaflets and booklets from infant food manufacturers with information on infant feeding practices. The majority who received these leaflets had a negative reaction to these particular guidelines. Typical comments were: 'I throw away all these brochures that are sent to me immediately'; 'I am suspicious of information being sent to me, it is launched by the industry anyway'.
Family and relatives were frequently mentioned as sources of infant feeding information and advice across all centres. In Italy, grandparents were highlighted as a significant source of information on infant feeding; however, the paediatrician's advice was considered more important and was primarily adhered to. In Scotland, mothers of participants were highlighted as giving advice that was accepted and followed by parents of infants. In contrast, parents in Sweden, Spain and Germany were not significantly influenced by advice on infant feeding from relatives: 'old advice that is incorrect today'; 'sometimes I get too much information from relatives'. Many different views, regarding the influences on infant feeding, were expressed which did not fall into a cultural pattern.
Discussion
This study highlighted a number of similarities and differences in infant feeding attitudes, beliefs and practices among parents in five European populations. The more complex psychosocial variables regarding infant feeding practice and methods may be of greater interest than demographic characteristics. Hence, the demographic variables, including socio-demographic class and occupational status, were not a focus in the reporting of these findings but rather a crosscultural perspective of the interrelation of social factors was observed.
Parenting practice
Of the countries studied, Sweden had the highest level of breastfeeding initiation and duration, followed by Germany. Young Swedish mothers believed that breastfeeding was the natural alternative and were content with their choice. Breastfeeding appeared to be a major part of Swedish culture and most mothers brought their infants to the focus group discussions, where a small number of mothers breastfed during discussions. The Swedish maternity policy design has provided the conditions that support extensive breastfeeding practice (Galtry, 2003) and it has also been suggested that changes in breastfeeding rates relates largely to cultural factors (Greiner, 1993) and educational factors (Fabian et al., 2005) . The majority of mothers in this study chose to breastfeed, as they believe it to be a greater health benefit to the infant than infant formula. This finding has also been noted by Anderson et al. (2002) and Gijsbers et al. (2005) . We are unable to determine the rates of exclusive breastfeeding from this study, as the duration of exclusive breastfeeding was not recorded in the participant's questionnaire. Combination breast and formula feeding was common in Spain and Scotland but not in Sweden. Furthermore, insufficient milk is considered a cultural phenomenon associated with a variety of factors for changing from breast milk to formula (Mahon-Daly and Andrews, 2002; Reeve et al., 2004) . There was also some mention of feeling guilty and disappointed among mothers who did not breastfeed for various reasons, a perception also noted by Bramhagen et al. (2006) and Abel et al. (2001) . Participants throughout this explorative study reported the discontinuation of breastfeeding duration with reasons such as 'pain', 'not enough milk' and 'returning to work'. Many studies such as Lazzaro et al. (1995) , Abel et al. (2001) , Anderson et al. (2002) and Gijsbers et al. (2005) also discovered the intention of 'returning to work' and 'perceived milk insufficiency' as a reason for discontinuing breastfeeding.
Attitudes towards the infant diet
All participants acknowledged the importance of a healthy infant diet and all parents prioritized this factor when preparing their infants' meal. Overall, there is a remarkable degree of similarity across these countries studied in perceived barriers to eating more healthily. Common barriers cited were time, irregular working hours and a hectic lifestyle. However, there were cultural differences in how a healthy diet was perceived. There was some mention of variety and balance from participants in Italy and Spain. On the other hand, a healthy diet was almost exclusively associated with fruit and vegetables in Germany, Scotland and Sweden.
The majority of participants reported that they preferred to prepare their infants' meals at home. Fagerli and Wandel (1999) also found that women were more likely than men to emphasize 'as much home-made foods as possible' as important in a healthy diet. A notable determinant of preparing infant food at home was having control over the ingredients used in the composition of the infant food. Other factors highlighted as the reasons for choosing to prepare food at home were fresh ingredients, taste and simple and easy cooking. It became clear throughout these discussions that all participants make a genuine effort with their infants' diet. Infant's food was often prepared separately, with less salt, additives and preservatives included according to knowledge and perhaps cultural belief. These findings have also been noted by Kruger and Gericke (2003) . Participants who chose pre-prepared infant food did so for convenience purposes and taste preference of the infant. Although infant pre-prepared foods were mostly accepted by Swedish participants than other participants, many issues relating to the purchase of infant food differed across countries according to cultural beliefs. While the issue of health for infants remained the single most important factor among all participants, taste and organic ingredients were important determinants among German, Scottish and Swedish participants, whereas method of production and brand were rated as being important by Italian and Spanish parents, respectively.
Consumer health awareness and sources of information on infant feeding practice One significant finding from this exploratory study was the overall lack of compliance with the current infant feeding guidelines regarding timing of the introduction of solids. According to the World Health Organization (2001), the introduction of solids foods for infants is recommended from the age of 6 months. However, some parents chose to introduce solid foods to their infants before this age recommendation (Danowski and Gargiula, 2002; Kruger and Gericke, 2003) and it is estimated that globally 85% of mothers do not comply with current recommendations on infant feeding (Kannan et al., 1999; Sellen, 2001; Foote and Marriott, 2003) . The exact age of the infant when solid foods were introduced varied slightly throughout these countries however, with the exception of German parents, most parents had introduced solids by 4 months or less. This was particularly the case in Scotland where almost all infants had received solids by 4 months, which appears to be a common practice in the UK (Wright et al., 2004) . All parents who weaned before the recommended age were confident that this was the right time and were aware that they were acting against current recommendations, from written or professional influences. It appears that some parents cannot or will not follow national guidelines on the age at which solids should be introduced (Fewtrell et al., 2003) . Findings from this study showed that complementary foods were often introduced when the baby was hungry and when the baby showed an interest in food. These findings also corresponded with the findings of Anderson et al. (2001) , Danowski and Gargiula (2002), Fewtrell et al. (2003) , Wright et al. (2004) and Gijsbers et al. (2005) , where participants believed that the introduction of solid foods was baby-led, as shown by some physical characteristic or behavioural action of the infant. This research study did not reveal any distinct cultural pattern among participants regarding the introduction of solids foods to the infant diet. In Sweden and Scotland, the introduction of solids appeared to be baby-led, whereas in Germany, Italy and Spain, parents were driven in part by the advice of health professionals. It is clear, however, that beliefs about introducing solid food to the infant is also influenced by other factors such as previous experience, and participants appeared to follow infant feeding guidelines more closely with their first infant than with subsequent children.
Different sources of information on infant feeding practices were used and referred to by parents. The most significant sources of information on infant feeding were the paediatrician in Italy, Spain and Germany, the child health clinic in Sweden and health visitors in Scotland. The paediatrician has previously been highlighted as the main source of information in Italy and Spain (Lappalainen et al., 1998) . Similar findings were also shown in a study by Anderson et al. (2001) , where the development of beliefs relating to weaning were also influenced by factors such as personal experience and the advice of health professionals. Another study by Lappalainen et al. (1998) found that among European citizens, the health professionals were among the most common information sources. Adair et al. (1993) concurred that the advice of health professionals strongly influenced the infant feeding decisions made by parents. In another study, the General Practitioner was reported to be the most influential advisor to Scottish mothers (Anderson et al., 2002) . This current study also indicated that the majority of parents do not necessarily adhere to infant feeding guidelines and advice from family or relatives on infant feeding practices. A high dependence of infant feeding advice from lay persons and family is strongly relevant to current health and possible inconsistencies in dietary advice compared with professional advisors, and this may add confusion to the importance of national infant feeding recommendations in infant health and development. This finding was also noted by Anderson et al. (2001) .
Attitudes and perceptions are mixed regarding the credibility of infant feeding guidelines in all countries and it seems the actual source of infant feeding information influences their perception and practice. More positive reactions are evident among participants in Italy and Spain, where the guidelines arise from the paediatrician. These guidelines are mostly accepted and influence infant feeding practice within these countries. Sources of information from the baby food manufacturers including leaflets and handouts, especially in Germany and Sweden, exert a negative influence on parents' attitudes and practice. This commonality indicates that, even between countries, there appear to be factors that consistently influence infant feeding practices and behaviour, which, therefore, should be prioritized as opportunities for intervention.
Focus group discussions were effective in exploring parents' attitudes, knowledge, perceptions and factors that influenced infant feeding practice and behaviour. Focus group techniques have also been used by McKinley et al. (2005) and Abel et al. (2001) to allow a more in-depth and abstract exploration of nutritional and health issues. However, there are some limitations in using this qualitative research methodology. For example, the results cannot be used quantitatively and the quality of the data depends on the skills of the facilitator (Krueger, 1994) . The aim is to achieve a better understanding and further reflection about a phenomenon, from which generalizations can be made to other parents or groups. In addition, the researchers rarely have the opportunity to revisit their original focus groups in order to collect additional data to explore a new proposition or hypothesis . This should be considered when reviewing results of such qualitative nature and when considering how they may be used for further analysis. However, for the purpose of this research, focus group discussions still remain the most effective method enabling researchers to get in tune with the respondents (Krueger, 1994) .
These focus group discussions provided insightful information on European parents' attitudes and beliefs about infant feeding practices, knowledge and attitudes. Research on cultural patterning of consumer behaviour and its diverse influences offers a highly promising avenue for continued investigation. Although similarities were identified, a number of important differences were also apparent. This study illustrated the significance of integrating the parent at the design of infant feeding guidelines. In particular, it was revealed that infant feeding guidelines were not used as a guide in infant feeding practices, at a European and/or at a national level. Infant nutrition and feeding practices vary throughout European countries, and recommendations should be adapted and applied to local needs and circumstances. It is important for health professionals to be aware of the factors that may act as potential obstacles for the parent to make the necessary changes in infant feeding practices. Therefore, it remains essential to continue assisting health-care professionals in supporting mothers to exercise informed choices based on current infant feeding guidelines.
Although the introduction and preparation of infant foods were discussed in this study, it would be interesting to note what types of foods were introduced to the infant diet at the beginning of the weaning process from a cross-cultural perspective. Furthermore, individual interviews would be beneficial to obtain participants' individual opinions rather than the social interaction of the focus group discussions. This approach would enable a further identification of the attitudes and beliefs behind the practices in a cross-cultural population. Understanding differences in cultural beliefs and practices relating to infant wellbeing is important for the successful delivery of health messages to diverse populations. However, it is likely that no one channel of communication can be used to target effectively parents across the whole of Europe. It would be beneficial to examine further the ways in which social policy, health practitioners and the food industry could disseminate information on diet and feeding practice during infancy.
